Benefits Enrollment Form

[] New Enroliment
EFFeCTIVE DATE

[ change [ Termination

REASON FOR CHANGE

o MUTUAL
HEE

HEALTH SERVICES"

Employer Division/Department Return Forms To: Superintendent’s Office
LIBERTY'BENTON LOCAL SCHOOLS .
(] CERTIFIED [ CLASSIFIED []ADMIN 9190 CR 9, Findlay, OH 45840
Member Information — All Fields Must be Completed
Employee First Name Employee Last Name Middle Initial
Street Address City State ZIP
Primary Phone Email
Hire/Rehire Date Date Of Birth Social Security Number (SSN)* Current Marital Status If Status Changed
O male [single [Owidowed | (Date of Change)
[J Female [Omarried [divorced
1Social Security numbers are required for all participants (employee and dependents) of the plan. This number will not appear on your ID card.
CMS Reporting requires the plan to report this information to Medicare administration.
Benefit Options
MEDICAL BENEFITS: [ ] Single [] Family [] Waive DENTAL BENEFITS [ ] Single 1 Family [1 Waive
PRESCRIPTION BENEFITS: [ ] Single [] Family [] Waive VISION BENEFITS [ Single 1 Family [1 Waive
Dependents To Be Enrolled
) R . - . Social Security Other
Last Name, First Name, Mid Initial Relationship Sex Birth Date Number (SSN)* Insurance:
Spouse: COm CF OvYes [No
2 R .
Child: COm CF Ovyes ONo
2 H .
Child: Om OF OYes ONo

2 Proof of eligibility may be required.

Other Insurance

3 Relationship examples: Spouse, Son, Daughter, Stepchild, Adopted Child, Other (specify)

[J No members of my family listed above are covered by any other plan of insurance.
[] The following members are covered by other insurance plans as noted below.

Employee Spouse Child: Child:
Policy Holder
Insurance Company
Coverage Tier O sineLe [ FamILY O sincLe [ FamILY O sincLe [ FamILY O sineLle [ FAamILY
Coverage Type [ MebicaL  [] DENTAL O MebicaL  [] DENTAL O MebicaL  [] DENTAL O MebicaL  [] DENTAL
O RrRx [ vision ORrRx [ vision ORrRx [ vision O RrRx [ vision

Complete this section only if you wish to waive part of the coverage offered.
Waiver: | hereby certify that | have been given an opportunity to participate in the Employee Benefit Plan. The benefits of the plan have been
thoroughly described to me, and | decline to participate. | understand that if, at a future date, | wish to apply for the benefits so waived, | may do so only

as designated by the Plan Document.

Waiver of Coverage for:

release of such information.3

[ Medical [J RX [ Dental [] Vision

Reason for Waiving

| hereby certify that the information on this application is true and accurate to the best of my knowledge and belief. | realize that any material misstatement,
misrepresentation, or omission may be grounds for voiding or retroactive termination of coverage. | hereby authorize and direct any holder of medical
information (including, but not limited to, diagnosis, treatment, advice, and prognosis) about me or any individual receiving coverage pursuant to my
enrollment herein to provide such information to Mutual Health Services. | hereby represent that | am the parent/legal guardian of all dependents enrolled
hereby who are under 18 years of age and that | have the consent of each individual enrolled hereby who has attained the age of 18 to authorize the

Employee Signature

Date (MM/DD/YYYY)




Notice of Availability of Language Assistance nn MUTUAL

and Auxiliary Aids and Services

English

ATTENTION: If you speak [language], free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information in
accessible formats are also available free of charge. Call
1-800-367-3762 (TTY: 711) or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. También
estan disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion
en formatos accesibles. Llame al 1-800-367-3762
(TTY: 711) o hable con su proveedor.

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen
kostenlose Sprachassistenzdienste zur Verfligung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfligung. Rufen Sie 1-800-367-
3762 (TTY: 711) an oder sprechen Sie mit lhrem Provider.

Italian

ATTENZIONE: se parli Italiano, sono disponibili servizi
di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per
fornire informazioni in formati accessibili. Chiama I
1-800-367-3762 (TTY: 711) o parla con il tuo fornitore.

Russian

BHUMAHWE: Ecnu Bbl roBopuTE Ha PYyCCKUIA, BaM
AOCTYMHbI 6ecnnaTHble YCnyru A3bIKOBOW NOALEPXKKMN.
CooTtBeTcTBYIOLWME BCMOMOraTernbHble cpeacTsa u
ycnyrv no npegocTaBneHnio MHPoOpMaLumn B 4OCTYMHbIX
dhopmaTax Takxke npegocrtasngaloTca becnnaTHo.
MosBoHuTe no tenedoHy 1-800-367-3762 (TTY: 1-711)
nnu obpaTnTECh K CBOEMY NOCTaBLUUKY YCIYT.

French

ATTENTION : Si vous parlez Francais, des services
d’assistance linguistique gratuits sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont
également disponibles gratuitement. Appelez le 1-800-
367-3762 (TTY: 711) ou parlez a votre fournisseur.

Chinese

VR WS [ ], A PR e o S AR S IR SS
A A LS A ) T B ARG, LLICkRE RS X 1
SR B 1-800-367-3762 (iﬁiﬁﬁiﬁ: 711 BT
MR 25 B AR

Order Number: X9859-GHP R9.24

=

s] HEALTH SERVICES"

Vietnamese

LUU Y: Néu ban noi tiéng Viét, chung t6i cung cép
mién phi cac dICh vy ho tro' ngdn ngir. Cac ho tro dich
vu phu ho’p dé cung cap thong tin theo cac dinh dang
dé tiép can cling dwoc cung cap mién phi. Vui long
goi theo sb6 1 800-367-3762 (Nguo’l khuyét tat: 711)
ho&c trao dbi véi nguwdi cung cap dich vu clia ban.”

Arabic
Utjgéléauu__zga: 131 e QQCJ&\ \ddi‘é UZJ‘.—‘QEB‘
Caecacgay Jel ko \dew\&ﬁ \dd'@és U(.G\Qgs_ Ae\
Gyt sumlisd auulg s sEaald aglues Jgcis ) 1dpg dspl
QGBI gady 1dsuasd 1! azlo). \ouad gdes 1dode
1-800-367-3762 (TTY: 711)

Cushite/Oromo

HUBACHIISA: Yoo Afaan Oromoo dubbattu ta’e,
tajaajiloonni gargaarsa afaanii bilisaa isiniif ni argamu.
Deeggarsi dabalataa fi tajaajilootni mijaa’oo ta’an
odeeffannoo bifa dhaggabamaa ta'een kennuuf gargaaranis
kaffaltii malee ni argamu. Gara 1-800-367-3762 (TTY:
711) tti bilbilaa ykn dhiyeessaa keessan haasofsiisaa.

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit
mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na auxiliary
na tulong at serbisyo upang magbigay ng impormasyon
sa mga naa-access na format. Tumawag sa 1-800-367-
3762 (TTY: 711) o makipag-usap sa iyong provider.

Romanian

ATENTIE: Daca vorbiti Romana, aveti la dispozitie servicii
de asistenta lingvistica gratuite. De asemenea, sunt
disponibile gratuit materiale si servicii auxiliare adecvate
pentru furnizarea de informatii in formate accesibile. Sunati
la 1-800-367-3762 (TTY: 711) sau contactati-va furnizorul.

Japanese

A EAREFEINIBA.EHOEEIIEY—EXRET
FIAWFEITET, 72 L GELNFIATESLSE
BEaSh=) G CRBREIRE TS50 D@ EHEEX
BOY—ERBEHTTH AL Z1TE S, 1-800-367-
3762(TTY: TN ETREELESWFIEX. CHANDE X
FIZTHERZEL,



Dutch

LET OP: als je Nederlands spreekt, zijn er gratis
taalhulpdiensten voor je beschikbaar. Passende
hulpmiddelen en diensten om informatie in toegankelijke
formaten te verstrekken, zijn ook gratis beschikbaar. Bel
1-800-367-3762 (TTY: 711) of spreek met je provider.

Pennsylvania Dutch

WICHDICH: Wann du Deitsch schwetzscht un hoscht
Druwwel fer Englisch verschtehe, kenne mer epper beigriege
fer dich helfe unni as es dich ennich eppes koschte zeelt.
Mir kenne dich helfe aa wann du Druwwel hoscht fer heere
odder sehne. Mir kenne Schtofft lauder mache odder iesier
fer lese un sell koscht dich aa nix. Ruf 1-800-367-3762
(TTY: 711) uff odder schwetz mit dei Provider.

Ukrainian

YBATA: AKLLO BU pO3MOBIISIETE YKpaAiHCbKa MOBa, BaM
AOCTyNHi 6e3KkowTOBHI MOBHI nocnyru. BignosigHi
AOMOMiKHI 3ac06K Ta nocnyrn A4ns HagaHHS iHopMaLii
y OOCTYNHMX hopmaTax Takox JOCTYMNHi 6E3KOLLTOBHO.
3artenedoHyinte 3a Homepom 1-800-367-3762 (TTY:
711) abo 3BEpPHITLCA A0 CBOro NocTayarnbHuKa.

Navajo

SHOOH: Diné bee y1ni[tigogo, saad bee an1’awo’ bee
1ka’an7da’awo’7t'11 jiik'eh n1 hOl=. Bee ahi[ hane’go bee
nida’anish7 t'11 1kodaat'4h7g77 d00 bee 1ka’an7da’'wo’7
1ko bee baa hane’7 bee hadadilyaa bich’8’” ahoot'i'7g77
47 11 jiik’eh hOI=. Kohj8’ 1-800-367-3762 (TTY: 711)
hod7ilnih doodago nika’an1lwo’7 bich’8’ hanidziih.

Notice of Nondiscrimination and Accessibility Requirements:

Discrimination is Against the Law

Mutual Health Services complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex (consistent with the scope of sex discrimination
described at 45 CFR § 92.101(a)(2)). Mutual Health Services does not exclude people or treat them less
favorably because of race, color, national origin, age, disability, or sex.

Mutual Health Services:

= Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to

communicate effectively with us, such as:
- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other formats).

= Provides free language assistance services to people whose primary language is not English, which may include:

- Qualified interpreters
- Information written in other languages.

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance
services, contact our Civil Rights Coordinator at CivilRightsCoordinator@MedMutual.com.

If you believe that Mutual Health Services has failed to provide these services or discriminated in another way on
the basis of race, color, national origin, age, disability, or sex, you can file a grievance with our Civil Rights Coordinator.

100 American Road
Cleveland, OH 44144

Call: 1-800-382-5729 (TTY: 711)
Email: CivilRightsCoordinator@ MedMutual.com

You can file a grievance in person, by mail, or email. If you need help filing a grievance, our Civil Rights Coordinator
(who is also our Section 1557 Coordinator) is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.

gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

= Complaint forms are available at:
http://www.hhs.gov/ocr/office/file/index.html

= This notice is available at Mutual Health Services’
website: www.MutualHealthServices.com

Questions about your benefits or other inquiries about your health insurance should be directed to
Mutual Health Service’s Customer Care Department at 1-800-367-3762.

Products marketed by Medical Mutual may be underwritten by one of its subsidiaries, such as Medical Health
Insuring Corporation of Ohio or MedMutual Life Insurance Company.
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